Objective: to analyze the association between the socio-demographic and health aspects to the quality of life (QOL) of elderly peoplelinked to the ESF.
Introduction
The population aging process raises several discussions about new ways to the health policies for the elderly [1] . At this stage of life, the elderly identify their old age according to their degree of dependence and changes in aging. Thus, the body image, autonomy, functionality, family support, mental health, and cognition are set as parameters [2] .
The most evident changes in the old age are the functional decline identifying a varying level of limitation of movement, loss of muscle mass, as well as cognitive, visual and auditory acuity impairment [3] . When all these changesare associated with lifestyle habits, they are decisive factors for the vulnerability of these individuals to the risks to their health and their quality of life (QOL) [4] .
In this sense, the World Health Organization (WHO) defines this construct as the perception of each one about their life situation, in a specific reality, observing a range of values related to the objectives and life expectations [5] . It also proposes the concept of active aging, including the maintenance of physical, mental and social potential as a QOL improvement strategy on aging [6] .
When considering this subjectivity and active aging, several proposals are observed in the studies to measure these aspects, based on multiple domains and dimensions [7] . The instrument The Medical OutcomesStudy 36-Item Short Form-Health Survey (SF-36) is validated in Brazil and widely used in research, covering areas such as pain, functional capacity, physical limitations, emotional and social aspects, among others [7] [8] .
Given the complexity of the concept, there is a direct relationship with the emotional, cognitive, psychological and functional aspects [9] . When facing such some demands, the work of a multidisciplinary teamis required to ensure comprehensiveness in care for the elderly [10] .
The Family Health Strategy (ESF) in Brazil is the main conductor of the primary health care of the Unified Health System (SUS), Brazilian system of health care. Thus, the ESF has a multidisciplinary team that should be present in the socio-cultural setting of the individual and his family [11] . Within this strategy, the policies for the older population predict different needs of this population, aiming to promote health and healthy aging [12] .
The teams must have the ability to identify the demands inherent in the aging process, through the approach to the elderly, held through consultations, home visits and health promotion and prevention actions [13] . Within the perspective of the comprehensive care, the team must remain inserted in its midst, seeking the formation of links with the individual and his families, generating a trust relationship for a greater effectiveness of the planned actions [14] .
Based on these, the research questions were established: What is the socio-demographic and health profile of the elderly linked to the ESF of Natal and Santa Cruz? What is the association of (0.019) These statistically significant differences occurred in the elderly of Santa Cruz.
socio-demographic and health aspects in the quality of life of the elderly?
The objective of this research is to analyze the association between socio-demographic and health aspects with the QOL of elderly linked to the ESF.
Methods

Methodological design
This is ananalytical, cross-sectional study with a quantitative approach, performed in Igapó communities in the north of the city of Natal, Rio Grande do Norte (RN), the Dner neighborhood and the elderly clinic in the city of Santa Cruz/RN, Brazil. The study was held between December 2015 and March 2016.
Type and location of the study
The choice of these municipalities was due to the different socio-cultural and socio-demographic characteristics since Natal is a large city, being the state capital, and Santa Cruz is a municipality located within the state and with a smaller population.
Natal is a Brazilian city characterized by being the state capital with an estimated population of 862,044 inhabitants in 2014 [15] . The Family Health Unit (USF) of Igapó district covers three areas, divided into 15 micro areas and three teams registered in the ESF. The fortnightly meetings with the elderly are held in a space donated by the local parish due to the unavailability of appropriate physical space in their USF.
Santa Cruz in also a Brazilian city located 115 km from Natal. It is locatedin the Potiguar mesoregion, with an estimated population of 38,538 inhabitants in 2014 [15] . The USF of the Dner neighborhood has a team covering the area related to the neighborhood. The weekly activities with the elderly happen within the USF on a space available. Besides these activities, there are elderly linked to activities in the Clinical Physiotherapy School of theHealth and Sciences School ofTrairi (FACISA), UFRN.
Population and sample
It is noteworthy that this study is the initial stage of a case-controlresearch, in which a proposal was presented to the elderly belonging to two cities, places of this study, offering a plan with several multicentre interventions, focused on the improvement of QOL of the elderly. Thus, a group of 60 elderlywas formed, of which 30 belonged to Igapó (Natal), and the other 30 belonged to Santa Cruz (Dner and Clinical Physiotherapy School), being the case group or the intervention group. After the characterization of these individuals, another group was formed(control group), according to the same n (60 elderly), considering their respective municipalities and five socio-demographic characteristics to compare the purposes of the sample.
Therefore, the total sample was given due to the need to achieve statistical significance, and contemplate the relevant requirements to the chosen methodology, in this case, for the case-control study.
It is also emphasized that all the elderly population of the study, including those in the control group received the same invitation to receive the interventions enabling freedom of choice. For this study, the total n of 120 elderly was considered, dividing them according to their research scenarios.
Instruments
The instruments selected for the data collection were the questionnaire of socio-demographic data and characteristics of pain, which addresses the profile of the elderly, as well as information on the presence and intensity of pain and disease The Mini-Mental State Exam (MMSE) was also used to evaluate the status and cognitive of the participants, addressing functions of orientation, registration, attention, calculation, recall and language [16] , serving as a parameter for inclusion or exclusion of individuals in the study. The Brazilian version validated of the quality of life questionnaire Medical Outcomes Short-Form Health Survey (SF-36) composed ofeight domains and two dimensions for the QOLof 36 questions for the measurement scale of each was also used [17] .
Variables
For the presentation of the results, the choice of variables was based on the contents of each instrument and the objective of this study. Thus, the socio-demographic variable addresses the age considering elderly from 60 years old. The point is dividing the sample among younger elderly, and older elderlywas determined by the median values of the ages found.
As for the education, the elderly who reported up to three years of studywere consideredas a low level of education, according to MMSE parameters. The presence or absence of activity refers to the fact that the elderly have or not, any occupation (paid or unpaid). Family income was measured in minimum wages, with the value in 2016 amounting to R$ 880.00 (eight hundred and eighty reais).
In the characterization of the health aspects, thesevere pain was considered when it was in a shorter space of time than six months, and the chronic pain was above this range, as ataxonomy of nursing diagnoses [18] . The same criteria for chronicity are assigned to the variable questioning about the presence of chronic diseases. The variable"other diseases"are the acute diseases.
Data collection
The data collection took place at predetermined days and directed to the activities of the elderly groups, and by active search in the community study, followed by home visits without prior notice. This search was held with the help of the community health agents (CHA), linked to the service at the ESF of Igapó and Dner, by knowing about the individuals living in the territory. There was a further process of data collection until it was reached the amount of 120 elderly.
Inclusion and exclusion criteria
For inclusion in the study, participants had to have aged 60 years, in accordance to the Elderly Statute [19] , which the individual belonging to this age group is considered elderly in Brazil; registered in the health unit in their municipality as a patient during the collection period; having cognitive ability, measured by the cognitive screening tool MMSE, which considers the cutoff point of 17 points for individuals with three or fewer years of education (low education) and 24 points for those who have had four years of study or more. Individuals who did not include such criteria were excluded.
Thus, two elderly from Natal and one fromSanta Cruz were excluded after failing the MMSE cutoff. Two participants of Natal and three of Santa Cruz were approached and then they were excluded from the study because they had below the age established for this study.
The inclusion criteria in the study were participants aged 60 years old, in accordance with the Elderly Statute [19] , which considered elderly in Brazil, the individual belonging to this age group; It is registered in the health unit in your municipality as a client during the collection period; present cognitive ability, measured by cognitive screening tool MMSE, which considers the cutoff point of 17 points for individuals with three or fewer years of education (low education) and 24 points for those who have had four years of study or more. Individuals who did not include such criteria were excluded.
Thus, two Christmas elderly and Santa Cruz were excluded after failing the MMSE cutoff. Two Christmas participants and three of Santa Cruz were approached and then excluded from the study because they have below the age established for this study.
Analysis and data presentation
For the tabulation and analysis of the data, Microsoft Excel 2013 and SPSS IBM version 20.0 programs were used. For nominal and ordinal variables ofthe socio-demographic and healthcharacteristics, the nonparametric Pearson´s chi-square test was applied to verify the significance of the dispersion between the compared variables, using the Fisher´s exact test when necessary, which is a more appropriate test for such a situation.
When testing the scalar variables (in this SF-36), the Mann-Whitney U testwas used, nonparametric for analysis between the independent variable domains and dimensions of the SF-36 and the study places. Confidence Interval (CI) of 95% and significant findings with ρ-value <0.05 were adopted.
Thus, the following statistical hypotheses were tested: Null Hypothesis (H 0 ): The QOL scores have no association with socio-demographics and health aspects; and alternative Hypothesis (H 1 ): The QOL scores have association with socio-demographics and health aspects.
Ethical aspects
Given the resolution of the National Council of Health 466/12 that solves about human studies [20] , this research received prior approval by the Ethics Committee on Research at the University Hospital Onofre Lopes (CEP/HUOL) under Certificate of Presentation for Ethics Assessment (CAAE) number 21996313.7.0000.5537. Before the interviews, the Informed Consent Form (TCLE) was given to the participants with the necessary guidance and assurance, subsequently signed voluntarily by them.
Results
The study sample had 120 elderly people, ascribed to the ESF. Among the socio-demographic criteria (Table 1) , there was a predominance of female (83.3%) and aged between 60 and 71 years old (61.7%). The profile was similar when analyzingthe two scenarios isolated.
Santa Cruz had 36.7% of the elderly with ahigher income than the minimum wage, while in Natal, 20.0% had that income. These data had statistically significant difference (p <0.001). On the profile of the health aspects (Table 2) , using the total sample as areference, it was shown the presence of pain in 73.3%, with apredominance of chronic pain (53.3%) and, within a measurement scale, 33.3 % reported moderate pain. Ranking the sites of the pain, the dorsal region was highlighted (24.2%), followed by the lower limbs (LL) (20.0%) and upper limbs (UL) (8.3%). On the presence of chronic diseases, 88.3% of seniors responded positively, while 60.0% reported not having other diseases, not considered chronic. Thus, the use of medicine was present in 85.0% of the elderly. Despite the differences in frequency aspects of health, any variable showed a significant difference.
The Table 3 shows the scores of the SF-36, domains and dimensions andatotalof the two municipalities. Regarding the domains of the SF-36, an approximate average was observedwhen comparing the two scenarios. The domain emotional aspects, had higher averages in Natal, 78.3 (SD=39.2) and Santa Cruz, 76.6 (SD=40.8), but there was no significant difference between the two municipalities. It is also observed that these values are close to the average of the total sample in their domain, 77.5 (SD=39.9). Table 4 shows the association between the sociodemographic and QOL characteristics of the elderly people in Natal and Santa Cruz.
In the age group, there is a significant association between the younger elderly with functional capacity (Average 67.2 and ρ-value 0.032). Emotional health presented average 82.0 (ρ-value 0.040) and physical dimension (Average 51.4 and ρ-value 0.042). All these data was in Santa Cruz. In Natal, considering the emotional health domain, there was a predominance of the older subjects (Average 95.8 and ρ-value 0.040).
Regarding the association between health aspects and QOL of the elderly, Table 5 shows a significant association between the variable "pain in the last week", considering the absence of pain with functional capacity (Average 76.7 and ρ-value 0.013) and emotional health (Average 96.1 and ρ-value (0.019), both among the participants of Santa Cruz. The non-use of medication (Average 79.2) showed a statistically significant difference for the association with the functional capacity domain (ρ-value 0.020) in the municipality of Santa Cruz.
Discussion
This research highlights the analysis of socio-demographic and health aspects and establishes the comparative QOL among the elderly of Natal and Santa Cruz cities. The predominance of women in the sample approaches the reality of other findings in the literature [21] [22] [23] . Even before this majority in both scenarios, gender does not appear significantly associated with QOL.
In another Brazilian study that used the WHO-QOOL-OLD instrument, there were better QOL scores among men than women, which in turn,they had a greater burden of disease, physical limitations and depressive symptoms [24] . In Natal and Santa Cruz, there wasa prevalence of chronic diseases in women.
The problems and chronic diseases were stood out for the two scenarios studied, verifying Santa Cruz with a slightly lower number of diseased elderly. A cohort study showed that these comorbidities have agreat impact on the QOL of the elderly, especially disability and physical dependence [25] . Different to this finding, Natal and Santa Cruz isolated, showed no significant association between the presence of chronic diseases with QOL. However, considering the total sample, that is the union between the two scenarios, there was a significant association between functional capacity domain and the absence of chronic diseases.
Other recent studies indicate that the presence of diseases and comorbidities may have their relief impact when the elderly get healthy behaviors, considered positive to the old age, such as good nutrition and physical exercises [26] [27] [28] .Also, active elderly people have a tendency to a lower burden of disease and better health status than the idle elderly [29] . Thus, there is a precedent for interventions to exercise and healthy eating.
In this sense, Natal and Santa Cruz had the domains of functional capacity and physical health as the best assessed by the SF-36. The functionality presented a significant difference in association with QOL in a study of Canadian elderly [30] . In another study with institutionalized elderly, there was a functional performance of medium to good, and the decline of this aspect with advancing age was identified [23] . This data is similar to data found in Santa Cruz and in the total sample, where there was astrong association between functional domain and younger elderly. A similar situation was observed to evaluate the physical dimension.
Thus, it is observed that interventions promoting physical activity to adults have good efficacy even having alow frequency [31] . For the prevention of disabilities and other health problems, motivational approach proposals presented positive results, and improve the autonomy of the elderly in their social and functional context [32] .
Among the other domains stood out in Natal and Santa Cruz, the mental health showed results above the median QOL scale. Strongly linked to this aspect, the presence of depression gained significant focus in the literature to assess the mental and emotional aspects, relating them to the QOL of the elderly [23] . Reduced average QoL in elderly patients with symptoms of depressionwas found in a recent study, compared with non-depressed elderly [21] . In Santa Cruz, there is the domain of the emotional aspects associated strongly with the age group of younger elderly, with the presence of the company and the absence of pain. In Natal, there is a strong association between the same domain for older elderlyand favor of the absence of in the total sample pain.
A study points out that the mental health and physical performance domains showed better results on average in the evaluation in the elderly [33] , which resembles with the results of this research. A recently international cohort study highlights a strong association between increased quality of liferelated to health and reducing depression levels in the samples [34] . It was observed that in Santa Cruz, the emotional aspects were anegative and significant association with the age of the elderly and the absence of spouse or partner.
Given this finding, the family supportis identified as a major influencer in elderly´s QOL, considered a determining factor and having adirect relationship with the emotional aspects [35] . In Poland, where the family emotional supportwas investigated, found asignificant negative difference in the elderly compared to non-institutionalized elderly [22] . In Natal and Santa Cruz, there is a balance between the elderly who have and those who do not have a partner. Despite this finding, the presence of family members, such as children and grandchildren, at the residence was predominant, which may be a positive factor to them.
In addition to the family support, the elderly need social interaction within his context [36] . The World Health Organization (WHO) identifies the active concept of aging in a comprehensive way in which the elderly must have health opportunity, and the political and social context, exercising their citizenship in a participatory way [6] .
Turning to the international context, the United States of America (USA) a population-based study indicated that the presence of social support in searchable elderly is inversely proportional to the level of brittleness, which in turn, impacts significantly on QV [37] . In a Chinese city, there was a reduction in scores in the social field, by increasing weakness identified in the elderly in the sample [38] . It is observed that in both cities surveyed, the social function had the lowest average among the other areas, with values lower half of the SF-36 scale. Despite this finding, there was no significant association between the social and socio-demographic and health variables.
In this way, the importance of promoting the interaction between individuals of different ages, different genders, and culturesis highlighted. Results found in Brazil associate the presence of diseases and comorbidities to the fact that the elderly do not leave the house. By practicing this act, the elderly have considerable potential for socializing, with influence in their QOL [36] . Thus, it identifies the relationship between the social and the physical.
Therefore, it is necessary to use measures to improve the QOL in the elderly. The use of technologies as tools for interventions in the elderly is increasingly common, presenting results improving cognition, promoting social inclusion, and also preventing disease and mental health problems [2, [39] [40] . Promotion strategies for coping, improved self-esteem and adapting to daily life activities are presented for a healthy aging [33] .
Natal and Santa Cruz showed a predominance of elderly people who have some activity. However, there were scores of functional and physical domains, classified as good and average, respectively. Thus, further investigation is necessary on what type of activity these seniors perform along with their level of complexity to be better detailed the adequacy of their movements and measure their health benefits, to improve the measures of QOL better.
Given these findings, new proposals for interventions are indicated to improve the social domain, as well as maintenance of other domains, however well evaluated. As discussed in this paper, the use of technological resources and digital inclusion of the elderly appears as a choice methodology to work interventions accordingly.
Limitations and difficulties of this research were the cross-sectoral cut, the extended period of collection and the adverse conditions faced by researchers in the active search for participants.
Conclusion
This research showed that the characteristics in Natal and Santa Cruz had no significant association with QOL observed when comparing the two scenarios. However, drawing their profile enables deeper into each of these aspects, to positively affect the QL, as well as efforts to reduce the vulnerability of the elderly.
Regarding the association between socio-demographic and health aspects and QOL of the elderly, there was significance between different variables and domainsgiventhe strong association of QOL with the age group, marital status, pain and the use of medicines. Thus, the alternative hypothesis (H1) is accepted in which the presence of the association between socio-demographic and health variables with the domains of QOL are considered.
Given the complexity of the concept of QOL, as well as the domains that comprise it, it is highlighted the need for further deepening and evaluation of each of them. Such research would be aimed at better accuracy in assessing them, providing accurate and impactful interventions, with optimal effectiveness.
